Objectives: Grounded in Self-Determination Theory (SDT), the aim of the study was to define an autonomy supportive environment through the perceptions of different healthcare professionals in three geriatric care units within French public and private hospitals.
| INTRODUC TI ON
Older adults constitute a major population in need of hospital services (Conroy, Stevens, Parker, & Gladman, 2011) . In France, a geriatric care sector was created with the dual aim of ensuring older people's access to appropriate care and optimising management of hospital stays. This sector includes various units and in particular rehabilitative or convalescence geriatric care units (SSR) involving multidisciplinary teamwork. In these SSR units, older people are admitted after a stroke, surgery or chronic condition, and 53% of their residents are people over 70 years old. The average length of stay in these units is 34.8 days for older people (Coquelet & Valdelièvre, 2011) . By offering functional rehabilitation or convalescence, where possible the SSR units aim at fostering a patient's return to his or her home. Indeed, entering hospital is often accompanied by a deterioration of functional autonomy and increased dependency (Berkman, Leipzig, Greenberg, & Inouye, 2001) or rapid admission into a nursing home, and increased mortality (Hartgerink, Cramm, Bakker, Mackenbach, & Nieboer, 2015) , and one of the functions of these units is to help prevent these negative outcomes. Autonomy is thus considered as an important outcome strongly associated with the idea that older people should be allowed or enabled to make autonomous decisions about their health care (Beauchamp & Childress, 2009; Pardessus, Durocher, & Di Pompeo, 2000) . A meta-analysis of health studies examining the relationship between physicians and patients (Ng et al., 2012) indicated that (a) patients' perceived autonomy support from their physician was associated with greater quality of life, glycaemic control, medication adherence, and reduced negative affect, anxiety and depression and (b) autonomy support deserved to be developed further.
Self-Determination Theory is a theoretical framework examining autonomy support and outlines the importance of the latter in motivating changes in various health behaviours Williams et al., 2006) . It is a macro-theory of human motivation, development, well-being and personality which suggests that individuals' motivation can be facilitated by nurturing their basic psychological need for autonomy (i.e., feeling fully volitional and free to engage in an activity), competence (i.e., feeling effective and masterful) and relatedness (i.e., feeling close and connected), and which identifies some factors of the environment (i.e., listening, asking what patients want or need, offering rationales or feedback) which optimise satisfaction of such needs (Reeve, Deci, Ryan, & Jang, 2008) . In other words, satisfaction of an individual's needs (i.e., autonomy, competence and relatedness) depends on environmental factors which influence the individual's motivation (Cheval, Chalabaev, Quested, Courvoisier, & Sarrazin, 2017) . The notion of autonomy support plays this role because it involves studying these environmental factors. See Figure 1 . Autonomy support has been defined in educational settings as "the interpersonal sentiment and behaviour the teacher provides during instruction, first to identify, then to vitalize and nurture, and eventually to develop, strengthen, and grow students' inner motivational resources." (Reeve, 2016) . Research in various fields has shown that this environment has both direct and indirect effects on needs satisfaction. Psychological needs satisfaction can predict positive cognitive, affective, and behavioural outcomes both directly and indirectly through impacting on the quality of motivation (i.e., autonomous motivation) (Deci & Ryan, 1985; Pardessus et al., 2000; , 2002 .
To account for autonomy support, previous research has conceptualised interpersonal style along a continuum that ranges from highly controlling to highly autonomy-supportive behaviours and has highlighted that these different interpersonal styles lead to contrasting outcomes in terms of motivation and engagement of individuals (Deci & Ryan, 1987; Reeve, 1998) . Autonomy support refers to a variety of strategies that enhance an individual's sense of volition and psychological freedom, and some examples of autonomy-supportive behaviours include providing choice and meaningful rationale, and giving the individual responsibility in his/ her decision making (Reeve, 2009) . In other words, individuals perceive themselves to be autonomous when their behaviour is experienced with a sense of volition and choice, and wholly endorsed by the self. In contrast, behaviours that aim to induce changes in behaviour, thoughts and feelings by applying pressure or different contingencies are considered as controlling. In other words, individuals perceive themselves to be controlled when they experience pressure-inducing language or coercion to think, feel or behave in a specific way (Williams et al., 2011) . This distinction between autonomy and controlling styles and their impact on the individual's behaviour have been the subject of numerous SDT publications, across various life contexts (i.e., school, work, sport and health), and in particular, the degree to which a social context can be autonomy supportive for students, employees, athletes (including the structure of the environment and individuals in positions of authority and expertise) (Cheval et al., 2017; Gillet, Gagné, Sauvagère, & Fouquereau, 2013; Reeve, Jang, Carrell, Jeon, & Barch, 2004; Williams, Freedman, & Deci, 1998) . In the healthcare context, patients' perceptions of their physician's autonomy supportive communication have been extensively studied (Williams & Deci, 2001; Williams, Gagné, Ryan, & Deci, 2002; Williams, Rodin, Ryan, Grolnick, & Deci, 1998) . It was shown that a physician's perceived autonomy supportive communication includes good relatedness and provided supportive behaviours such as listening and acknowledging patients' perspectives, giving relevant information, respect, and understanding, increasing autonomy and competence needs satisfaction (Williams, Rodin, et al., 1998) , or was associated with autonomous forms of motivation which, in turn, were related to better treatment adherence, self-management and better quality of life of patients (Chang, Lonsdale, Ho, Yung, & Chan, 2009; Chen, Chang, Tsai, & Hou, 2017) . In addition, for patients engaged in a fitness programme (weight loss), a link between perceived autonomy support and the durability of changes associated with their treatment was demonstrated. In concrete terms, this means that after one year of intervention patients who had participated in a programme that supported their autonomy saw the changes and the positive consequences of treatment being maintained over time compared to patients who had not received any specific support What does this research add to existing knowledge in gerontology?
• The notion of autonomy support has been widely studied in different domains, but no studies have tried to apply this concept to older people in geriatric care services.
• For healthcare professionals, an autonomy-supportive environment can help patients satisfy their basic psychological needs (i.e., autonomy, competence and relatedness).
What are the implications of this new knowledge for nursing care of older people?
• In practice, this encourages healthcare professionals to set up an environment that supports the autonomy of their patients by building a relationship of trust with older people, promoting progress and encouraging them to express themselves.
• According to the Self-Determination Theory, positive perception of the autonomy supportive environment by healthcare professionals could be related to satisfaction of patients' needs.
How could the findings be used to influence policy or practice or research or education?
• The present study highlights that it seems necessary to improve nurses' and healthcare professionals' communication skills to establish an autonomy supportive environment in geriatric care services.
• Nurses' and healthcare professionals' training should focus on understanding the concept of an autonomy supportive environment and should possibly adopt an autonomy supportive motivational style.
for their autonomy. These results were also found after two years of intervention (Silva et al., 2011) . Similar findings were found in a study of type 2 diabetic patients in which autonomy support was associated with the ability of the person to manage their own care (Koponen, Simonsen, Laamanen, & Suominen, 2015) .
Recent developments (Stroet, Opdenakker, & Minnaert, 2013) in SDT have suggested that two other dimensions, namely structure and involvement, could be associated with the autonomy support dimension. These three dimensions would thus vitalise an individual's satisfaction of autonomy (via autonomy support), competence (via structure) and relatedness needs (via involvement). Structure encompasses different sources of direction and guidance, enabling individuals to make progress, in providing (a) a presentation of clear goals and guidelines; (b) a concern for individuals' expectations or problems; and (c) positive constructive feedback (Reeve & Jang, 2006) . In a well-structured environment, individuals have a clear sense of what actions they need to take to achieve their goals and what effort is required (Koponen et al., 2015; Patrick, Turner, Meyer, & Midgley, 2003) . For Stroet et al. (2013) , structure allows the competence need to be satisfied.
Chaos is the opposite of structure, where "individuals would be confused and contradictory, failing to communicate clear expectations and directions and asking for outcomes without articulating the means to attain them" (Jang, Reeve, & Deci, 2010, p. 589) .
Involvement refers to the extent to which others (i.e., healthcare professionals) try to gain an understanding of patients by showing interest and being responsive to distress ("the ability to empathize with and respond to others' unpleasant feelings in a way that provides solace") (Vansteenkiste, Niemiec, & Soenens, 2010, p. 132) .
SDT offers a particularly interesting approach to these different dimensions of support, and their impact on an individual's health outcomes. However, few studies have focused on how healthcare professionals express themselves regarding these three dimensions constituting the notion of autonomy support.
| THE PRE S ENT S TUDY
The aim of this study was to define an autonomy supportive environment through the perceptions of different healthcare professionals. Entwistle, Carter, Cribb, and McCaffery (2010) have shown how important it is for all healthcare providers to look closer at their interactions and relationships with patients for a high-quality professional-patient relationship and to support a patient's autonomy. The present study used focus groups to identify themes and behaviours underlying the three dimensions (i.e., autonomy support, structure and involvement) of the notion of autonomy support in SSR units (Stroet et al., 2013; Vansteenkiste et al., 2012) and sought to develop a reflection around the data collected.
| ME THODS

| Participants
A total of 26 participants were recruited from staff of SSR units who agreed to participate in four focus groups of between four and nine people (Morgan, 1997) . Participants reflected the diversity and variety of experiences and points of view of the professions working in these units: healthcare professionals and nursing students, and administrative staff. Men represented 19.2% of the participants (n = 5). 
| Procedure
Recruitment of participants took place from February to May 2016.
Invitation letters were sent out to eight public or private hospitals situated in the "Region Centre -Val de Loire," France. Three public and private hospitals agreed to participate, and the healthcare Positives outcomes professionals of these hospitals were asked to take part voluntarily in a focus group. Prior to data collection, the healthcare professionals gave their written informed consent and were allocated codes to ensure their confidentiality. All focus groups were led by the same moderator (first author) and were conducted in a conference room in the SSR units. Chairs were positioned in a semi-circle to ensure faceto-face contact and maximal group interaction. Each focus group lasted about 75 min. Focus groups were videotaped and audio-recorded and then transcribed verbatim.
| Focus group guide
According to recommendations on focus group methodology, a semi-structured format was used with the same central questions to ensure consistency between groups (Patton, 2002) . The focus group guide set out different parts. Firstly, an introduction presented the moderator and assured participants of the anonymity of the data and emphasised the importance of personal participation.
Participants were provided with sufficient time to introduce themselves. Secondly, after a short introduction, the moderator asked open-ended questions. "What" and "how" questions were used to find out about the participants' personal experiences (Blanchet & Gotman, 2010) . See Table 2 .
For each question, elaboration probes were used (i.e., "could you say something more about that?") and clarification (i.e., "what do you mean by that? Are there any other points of view?"). When appropriate, additional follow-up questions were asked. This flexibility provided more in-depth information. Finally, a phase synthesising the discussion was conducted, and the moderator invited all participants to discuss any issues that may have been overlooked. Throughout 
| Data analysis
Data analysis was carried out using NVivo 10 software for Mac QSR International. A general inductive approach was used to analyse the data (Thomas, 2006) . Each transcript was read and re-read multiple times by the two researchers in order to create preliminary node structures. Coding was continually refined though discussion and the node structures were also discussed with other researchers considered as "disinterested peers" (Lincoln & Guba, 1985, p. 308) to clarify the researchers' interpretation of the overall findings. Only a few minor discrepancies were identified between the researchers, and once node structures were finalised, the Nvivo 10 software was used to process the data as follows: (a) for each node, "queries for text analysis" was used to explore the text in our sources; (b) the most frequently occurring words in our source were revealed; and (c) main themes were identified. These themes consisted of words having a descending number of occurrences.
| RE SULTS
This inductive approach yielded three themes, namely: (a) building a relationship of trust with older people, (b) encouraging them to express themselves and (c) promoting progress. See Table 3 . The quotations are used to illustrate the responses obtained.
| Building a relationship of trust with older people
The results of the present study highlighted the importance of four It's easy to create a link with older people. They know who we are, at least our name and our function.
(Nurse #1)
To create a link, personally I explain why I am there in front of them.
We present the principles of geriatric care services, and rehabilitation.
(Nursing auxiliary #1)
For the staff welcoming was also associated with the notion of respect of older people.
Individually, everyone needs a minimum amount of time to feel respected, listened to, heard and supported. Indeed, older people are in SSR units in order to recover some functional autonomy that they have lost after a stroke or surgery.
For all participants, it appeared fundamental that the rehabilitation was focused on that goal. This was expressed as follows:
We set a specific objective to reach. This is really essential. It is the basis.
We set out the reality to the patients, not just for the fun of it but to allow them to move forward. This was considered to play a role in constructing the relationship of trust, especially by respecting the right of the person to be informed and to play an active role. This was expressed in the following way:
The patient must play an active role in their recovery and feel they really exists as a human being in their own right. (Physician #1) Some participants insisted that it was important to speak with older people and to address their concerns. This was expressed as follows:
| Encouraging them to express themselves
Sometimes practitioners do, sometimes they don't.
We have an important role in explaining things at this level.
To allow older people to raise questions, to obtain answers to them, and to remove any doubts was considered important. This is il- It is important to take time to discuss with an older adult in order to know how he or she works at home, 
| Promoting progress
Promoting progress was revealed as the third category with two important words: analyse representing 40% and support 22.9%.
Regarding the word analyse, healthcare professionals emphasised the importance of explaining what they were going to do together, establishing a joint care project and getting the patient to become aware of their condition. This was expressed as follows:
We have a job to do regarding the loss of autonomy and, as the patient's capacity has changed, we must look together as to how the patient can modify their daily life for their rehabilitation.
Behind the word support, healthcare professionals emphasised the importance of encouragement. This was considered to be necessary at all times to raise awareness of when results were achieved and to comfort and support the patient. The following statements illustrate these points:
We must develop the skills they have. Sometimes, rehabilitation is possible and in this case encouragement is essential.
There is continuous encouragement, at all times. It is true.
(Health executive #2)
Encouraging every little action is really important.
(Hospital worker #1)
Participants stressed that it was the whole team that gave support and was behind the older adult. Finally, healthcare professionals indicated that it was important to suggest ways in which the older people could make progress. Weighing up different options, providing opportunities for suggestions to be made, and allowing patients to confront the difficulties themselves were identified as ways of promoting progress and success. This was expressed as follows:
For every little difficulty we have met and overcome, we try to go a bit further together. (Physiotherapist)
Healthcare professionals also identified their role as a resource
person. This was expressed by:
We are seen as a resource person who can help the patient to make progress.
| D ISCUSS I ON
The aim of this study was to explore different healthcare professionals' points of view on what an autonomy supportive environment is, and to identify themes and behaviours underlying the three dimensions (i.e., autonomy support, structure and involvement) of the notion of autonomy support in SSR units (Stroet et al., 2013; Vansteenkiste et al., 2012) . The results of the present study show that most of the themes and behaviours identified were associated with the structure and involvement dimensions.
The theme "Building a relationship of trust with older people" is related to both the structure and involvement dimension of autonomy support. Trust is an essential element of clinical care (Charon, 2001 ). It integrates openness, respect, interest, understanding and mutual exchange, allowing the patient to be treated as a person, and is created gradually over time. This transactional aspect of trust highlighted in the present study has been put forward by several authors (Reina, Reina, & Rushton, 2007) . In particular, participants highlighted the role of first contacts in building trust and also constructive patient feedback that can increase patient confidence in an effective course of care. Brooks, Ballinger, Nutbeam, and Adams (2017) showed how beneficial these first contacts were for the patient. Indeed, this research highlighted that older people sought to communicate with healthcare professionals and that their confidence in the healthcare professionals depended on the communication and professional skills demonstrated during the first contact.
In their trust model, Reina et al. (2007) showed that trust consisted of three components, namely competence trust (i.e., professionals practice humility, honour the patient's choices and express compassion), contractual trust (i.e., professionals keep agreements, manage expectations, establish boundaries and encourage mutually serving expectations) and communication trust rooted in the respect of others. The results of the present study highlight that, for participants building a trusting professional-patient relationship was mainly based on communication. However, it is not certain that the participants considered all the aspects of the trusting professional-patient relationship, and this lack of an integrative care approach could limit the effects of a trusting relationship on the patient's satisfaction in competence and relatedness needs and his or her involvement in changing behaviours (Starfield, 2011) . Moreover, participants made little mention of the uniqueness of each patient's autonomy preferences. Lee and Lin (2010) examined the link between patients'
perceptions of autonomy support and autonomy preferences with regard to their health outcomes and suggested that the links were more positive when patients' autonomy preferences were high. Our results do not mention this, a factor which could increase the efficiency of patient-centred care.
The theme "encouraging patients to express themselves" is related to the involvement dimension of autonomy support. Participants emphasised the importance of a climate which allowed (a) positive communication and listening to be established, and (b) the respect and recognition of the patient as a person (Entwistle & Watt, 2013) leading to his or her relatedness need satisfaction (feelings connected to significant others, like healthcare professionals). However, participants paid little attention to personalising patient care and clearly indicated that the time required to interact with older people was limited (Mawardi, 1979) . Although participants demonstrated their willingness to care for their patients, it is unclear whether this would be sufficient to contribute to a patient's relatedness need sat- and (c) alignment of healthcare decision-making with the patient's life plan (Pomey, Ghadiri, Karazivan, Fernandez, & Clavel, 2015 involve patients more fully in the care process (Chang et al., 2009; Levy, Polman, & Borkoles, 2008) . More particularly, the structure and involvement dimensions of autonomy support lead us to reconsider what autonomy support really includes: by defining the boundaries of a style that supports competence and relatedness needs, we also redefine elements of the style that support need of autonomy.
Within SDT, structure, involvement and autonomy are separate and compatible dimensions Jang et al., 2010) . This latter dimension which facilitates and encourages patients to pursue their personal goals and make their own decisions about health care was little addressed by the participants. However, Deci and Ryan (2000) have indicated that structure and involvement need to be coupled with at least a moderate amount of support of autonomy in order for all psychological needs to be simultaneously supported.
From a practical point of view, in an educational or sport contexts it has been indicated that it is possible to train teachers or coaches to adopt an autonomy supportive motivational style, preferably through a brief session of one to three hours (Cheon, Reeve, Lee, & Lee, 2015; Escriva-Boulley, Tessier, Ntoumanis, & Sarrazin, 2018; Su & Reeve, 2011) . According to some authors (Ntoumanis et al., 2017) , this learning could have a positive impact on health practices to the extent that a training session could offer sufficient information to facilitate replication of the behaviour change techniques to be put in place. Thus, sharing the knowledge gained with this research could enable us to set up training in order to (a) familiarise healthcare professionals with the topics associated with an autonomy supportive motivational style and (b) help them to put this motivational style into practice.
Some limitations of the present study should be addressed. Our intention was to improve understanding of healthcare professionals' points of view on behaviours underlying an autonomy supportive motivational style. Other measures of healthcare professionals'
behaviour (e.g., direct observations) could also be used. Indeed, changing a person's style of communication can be a time-consuming process (Ntoumanis et al., 2017) . 
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